Bureau of Health Care Quality and Compliance

PRINTED: 07/02/2010

STATEMENT
AND PLAN Q

OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA
F CORRECTICN

IDENTIFICATION NUMBER:

NVS3421ASC

FORM APPROVED
X3) DATE SURVEY
{X2) MULTIPLE CONSTRUGTION ) L eeD
A. BUILDING
B. WING
07/02/2010

NAME OF PROVIDER OR SUPPLIER

SPRING VALLEY SURGERY CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

3835 S JONES BLVD SUITE 103
LAS VEGAS, NV 89146

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

2]
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE

{X5)
COMPLETE
DATE

DEFICIENCY)

A0D

INITIAL COMMENTS

This Statement of Deficiencies was generated as
a result of complaint investigation conducted in
your facility on 07/02/10 and finalized on
07/02/10, in accordance with Nevada
Administrative Code, Chapter 449, Surgical
Centers for Ambulatory Patients.

Complaint #NV00025741 was unsubstantiated.

The findings and conciusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state or local laws.

No regulatory deficiencies were identified.
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